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particular, federal leadership could be pivotal in promoting appropriate con-lent of curricula, with an emphasis on components crucial to training in pediatric emergency care (such as assessment, cardiopulmonary and newborn resuscitation, trauma care, and management of severe illness). It should also ensure integration of EMS-C content into EMS educational programs. Finally, the federal center could also develop ways to act as or support a clearinghouse through which proven, or innovative, curricular programs and other teaching materials might be shared.
Collecting and Analyzing Data
The committee believes that assembling a core of nationally comparable data on, pediatric emergency care is essential. The current scarcity of data and the lack of comparability in the data that are available pose serious impediments to assessment of emergency care needs, .efforts to prevent injury and illness, evaluation of the care that ;is 'given, research on the clinical effectiveness of care, and research on the effective organization and delivery of care.
Therefore, the federal EMS-C center should provide a locus for stable funding for the development of a national uniform core EMS data set to be used in nationwide surveillance of EMS-C systems and functions. This work should give particular attention to coding schemes that will categorize patients by disease process, acuity,.and interventions and that will support periodic analyses and comparisons of local, state, and regional information. (The committee's preliminary proposal for some of the elements of such a data set appears in>Chapter 7.) Consistent with promoting the adoption of a uniform data set, the committee believes that the EMS-C center should assume responsibility for developing a national EMS-C database and providing, at a minimum, annual descriptive reports based on those data.
In this work the center should consult with the National Center for Health Statistics in CDC to ensure that effective use is made of existing data and that new data sets.,are, to the extent possible, consistent with other relevant data programs. 'In short, a significant part of the work of the EMS-C.center will be to define the federal role'in EMS-C data collection and analysis.
Similarly, the center should devise ways to support continued progress in methods to collect data reliably and in (near) real time. Advances in computer-based patient records, patient questionnaires, and trauma registry information systems illustrate the kinds of technologies and methods the center might investigate. It also should promote sharing of technologies and instruments for data collection that may be developed or adopted in various places around the country. In addition, the center should investigate the advantages and disadvantages of central registries of patients served by EMS systems that might enhance longitudinal surveillance. Controlling the costs of data collection must be a concern as well.experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
